A 66-year-old man with previous stenting to the left anterior descending coronary artery and the right coronary artery performed from the femoral approach presented with chest pain. Elective coronary angiography was performed from the right radial artery. Accessing the ascending aorta required extensive manipulation, but both right and left coronaries were visualized using Judkins diagnostic catheters and were shown to have no evidence of obstruction. Four hours later, the patient experienced 
severe chest pain without ischemic electrocardiographic changes. Examination revealed a difference in blood pressure between the right (80/50 mm Hg) and left (140/95 mm Hg) arms. Multidetector computed tomography (MDCT) was performed to exclude aortic dissection, and an iatrogenic intramural hematoma of aberrant right subclavian artery (ARSA) was diagnosed. Pain relief was administered, and the pain settled with medical therapy, allowing discharge within 72 h. He was asymptomatic at clinical follow-up.
ARSA arising from the descending thoracic aorta is an uncommon congenital variant that occurs in about 0.2% to 1.7% of the population (1). In such cases, the tortuous course of the ARSA imposes difficulty in passing a guidewire to the ascending aorta during right transradial catheterization. The catheter has to take a zigzag course through the RSA to the descending aorta, and then to the ascending aorta (Figs. 1A and 1B) (2) . In this case, catheter manipulation caused an intramural hematoma (Figs. 1C and 1D) , diagnosed by MDCT. Management of this condition is conservative, with pain relief and blood pressure control. It can be suspected by angiographic visualization, in the anteroposterior view, of the angle of the catheter when it engages the ascending aorta, or by manual angiography at the ostium of the RSA (2). During right transradial coronary angiography, clinicians should be vigilant for this anatomic anomaly, and although technically difficult, it is feasible to continue the procedure without switching to the femoral artery approach (3).
